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An.annual Licgnsure survey was conductéd on
April 26-27, 2011, at Christian Care Center of
Johnson City, In¢. No deficiencies were cited
{ under Chapter 1200-8-6, Standards for Nursing
, Homes,
E
TITLE (X8) DATE
ORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE /!oﬁ,w fut S o ;é,ny Y4
STATE FORM ' 7 BT 515611 1f conllnuation sheet 1 of 1
W 2L




